The current status of hypertension management is far from being satisfactory. 1 Large studies from the US and Canada have shown that the level of controlled blood pressure (BP) (o140/90 mmHg) among patients with hypertension does not exceed 30%. [2] [3] [4] Our own analysis of the trends in hypertension detection (diagnosis) and control in southern Germany, based on the MONICA Augsburg database, shows that neither detection nor control has improved substantially in the period between 1985 and 1995. 5 Generally, less than half of all hypertension cases in that population were not detected and only about one-third of treated hypertensives achieved BP levels below 140/90 mmHg. 5 Accordingly, changing this worrisome picture should incorporate efforts on two main fronts, improving detection and optimizing management and control. Therefore, identification of factors related to poor hypertension detection and control, as well as characterization of groups with increased likelihood of poor hypertension control can provide a more focused message, and help advance a practical framework that addresses the specific needs of different groups within the society.
Because time trends of hypertension prevalence, and hypertension detection and control rates, were only modest, 5 we pooled the three surveys of the MONICA Augsburg Project into one database. We used the information available on concurrent risk factors (obesity, cholesterol levels, diabetes), on lifestyle factors (alcohol consumption, smoking), and on social factors in order to explore any such relation.
In the three surveys, data were collected by interview and physical examination, using an identical standardized methodology. Standardized measurements of BP were performed according to the MONICA protocol in an identical manner in each survey. 6 Hypertension was defined as having either a systolic blood pressure (SBP) X140 mmHg or diastolic blood pressure (DBP) X90 mmHg, or receiving antihypertensive drug therapy at the time of survey. Detected hypertension was defined on the basis of participants' report of prior diagnosis of hypertension. Detected hypertensives receiving antihypertensive drug therapy at the time of survey were labelled as treated hypertension, and if the recorded measurements of BP in this group were below 140/90 mmHg they were considered as controlled hypertension.
We evaluated possible determinants of undetected, untreated, and uncontrolled hypertension. Multivariate logistic regression models were created to assess firstly correlates of detection among all subjects with hypertension (n ¼ 5562), secondly, determinants of treatment among those with detected hypertension (n ¼ 3140), and thirdly of control in subjects with treated hypertension (n ¼ 1700). Survey period, age, gender, education, diabetes, BMI, serum cholesterol, alcohol consumption, and smoking constituted the independent variables in the three models.
Of 13 818 participants in the three surveys, 40.3% had hypertension, and of all subjects with hypertension, 43.6% of cases were not detected. Among subjects with detected hypertension, 45.9% were not receiving any antihypertensive drug therapy, and 67.9% of treated hypertensives were still having poorly controlled hypertension (BP X140/ 90 mmHg).
After adjustment in multivariate models, participants of early surveys, younger participants, men, nondiabetics, nonobese, and smokers were significantly more likely to have undetected hypertension (Table 1 ). The same factors were also associated with a lack of treatment among those with diagnosed hypertension. Additionally, hypertensives consuming more than 20 g of alcohol per day showed significantly lower treatment rates (Table 1) . Among treated hypertensives, poor control was more common in older patients, in those with intermediate educational levels, and in those with higher alcohol consumption. All other factors did not significantly affect hypertension control (Table 1) .
Our study yields more detailed insights into the structure of poor hypertension detection and control within the community. Thus, younger hypertensives were more likely to have undetected and untreated hypertension while, at the same time, they achieved better control rates with antihypertensive drug therapy. Men were generally more likely to have undetected and untreated hypertension, but had control rates that were only slight worse than women. Interestingly, subjects with obesity and diabetes were less likely to have undetected and untreated hypertension, but control rates were not better once treatment started. Furthermore, smokers were apparently less likely to be detected or treated, whereas people who drank higher amounts of alcohol showed a particularly strong tendency to have uncontrolled hypertension.
Hypertension detection and treatment are mainly the duty of the health-care providers, and since it is unlikely that such huge age-related differences are solely because of patient-related factors, our findings suggest that physicians are particularly failing to detect and treat younger hypertensives. Recently, a nationwide survey involving 11 547 German physicians showed that adequate awareness of guidelines of diagnosis, treatment, and control of hypertension did not exceed 25% of the survey participants. 7 The same pattern of poor hypertension control, which particularly affected the elderly, has been consistently found in other studies involving different populations or health-care systems. [8] [9] [10] [11] It is probably related to vascular biology and stiffening of the arteries, and not to poor quality of care of older hypertensives. However, data suggest that physicians are still reluctant to treat older patients to target BP levels. 3, 12 We expected to find that people with diabetes or obesity were more likely to be detected and treated as these conditions are likely to motivate the treating physician to look more closely at the issue of hypertension. However, both conditions were not associated with better control rates in our study despite the fact that clinical practice guidelines specifically emphasize the importance of controlling BP among patients with diabetes.
Remarkably, higher alcohol consumers and current smokers were less likely to be treated, which may be understood in the context of an unhealthy lifestyle. The pressor effects of alcohol consumption on BP may account for poor control among those taking antihypertensive drugs.
There are certain limitations to this study. The study's population comprises an aggregate from three surveys performed between 1984 and 1995. Undoubtedly, during such period changes in the perception of what constitutes appropriate BP control as well as in the health system in which these perceptions develop occurred. We tried to limit the impact of these factors by adjusting for survey period in all models.
The current report shows the heterogeneous nature of the determinants of poor detection, treatment and control of hypertension in the community. It highlights the need for a tailored preventive approach to accommodate these different patterns and helps to disentangle personal factors of patients from those related to physicians' practices or the health system in general. Among persons with detected hypertension (n=3140). c Among persons with treated hypertension (n=1700).
